MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH BE63-031352

DEPARTMENT OF PUBLIC HEALTH AND WEL FARK
Q.4_2..Prirmry Registration District Na. _. IQQ_Q_____Regisrur'l No. _J:p_go STATE FILE NUMBER

Regj i istrict N = Sl puli o AN
whgmy  weon | —EILERSp g5 e

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY Buchanan a. STATE MMy b. COUNTY Byichanan admission)
b. CITY (}f cutside corporate limity, give TOWNSHIP gnly) Length of stay in 1b c. CITY Insiche Limits

Tgs\m st. Joseph 53YI'S TSGVN Ste. Joseph Yes X1 No O

€. r;‘uol_épzd‘wEooRF {If NQT in hospital, give location) Inside Limits d. STREET (If cutride, give locsrson) Retide on Farm

iNstituTion MO MethO(_iiSt Hospital Yeoll No O ADDRESS 3803 King Hill Yo O NotEl

3. (';AMEOQF PE,CIASED Firsy Middie Last 4, DATE Month Day
Ype o pr Burman Caton oam  Sept. 6, 1963

5. SEX 6. COLOR OR RACE 7. Moarried 1 Never Married 8. DATE OF BIRTH | 9- AGE [last birthday) | IF UNDER 1 YEAR IF GNDER 24 HE
Ma 1e 7|,"i'}'j.:[_‘t‘,e widowed [ Divorced ']'ul-y-q_ ’ 191 O 53 Months I Doy Hours Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| V1. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

dufqa oacr)géwir‘king life, evan if retired) Midwe St _R oe _Ke 1ly St . JOS eph , MO U . S . A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME t4. NAME OF HUSBAND OR WIFE

Clark E Caton Norma M Williams none
15. WAS DECEASED EVER IN U.5. ARMED FORCES? lb JOC}Q}\SECUR_I‘T‘I' RO, 17. INFORMANT Address

(\’al,rrioc,)or unknown] | {If yes, give war or dates of servi Pa tr ick Cat on , St o JOS a ph 3 MO

18. CAUSE OF DEATH {Enter only one cavsa per linglor = INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET 4D DEATH
MMEDIATE CAUSE (a) > 4 &“M

DUE TO {5} W—“- MI %"" e

v

QUE TQ (k) WM : 3 M %
decearad a3 femsle was

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared to the terminsl PART 111, 1€ ]
diseasa condition given in PART | (a) there a pregnancy in last ¢ deys,

é‘ l %M%JW%M%Aﬂ [Dver [F8 Mo | O usknown

19, WAS AUTORSY ACCIDENT  SUICIDE qu:l]cms 20b. BEJCRIBE HOW INJUORY OCCURRED. (Enter nature of injury in PART | or PART II of ilem 18}
pegﬁmm o . O
YE NO g :

20c. TIME OF How Month, Day, Yoar
INJURY a.m.
p.m.
20d. INJURY OCCURRED ° Z0e. PLACE OF INJURY {e.g., in or about home, | 201. CITY, TOWN, OR LOCATION COUNTY
’ “WHILE AT WORK [J farm, factory, atreat, oHice blidg., etc.)
NOT WHILE. AT WORK 1

VS 300
Rev. 4/59

577 |
24717

DATE AMENDED

Year

DOCUMENT

which gave.rite To
shove cause (B).
stating the under-
lying cause [mt.

Conditions, if aoy, l

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

Pl

8729763 — 976763 P23 976763

and lan! saw ;o alive on

21. 1 attended the d ed from

Death occurred at____ 3 =30 A OE'I [] m on the date stated above, and to the best of my knowledge, lrgm tha causes stated.

e — ] '
{Degrpéfor tille) 726, AODRESS Sl Le 301 Physliclans 27c. DATE SIGNED
mg 5”9 & Surgeons Bldg, St Joseph,Mo 9/9/63
. | 23b. PATE ;U lﬁc. NAME OF CEMETERY OR CREMATCRY 23d. LOCATION (City, town, or county) {Siate)
‘9/)8/63 0dd Fellows Public Ceémetery St., Josgn

ADDRESS 25. DATE RECD. BY LOCAL REG. | 26 REGISTRAR'S SIGNATURE - £ = 7
Joscph, Mo | Segrt/3, /763 | P2, elek Mrobel{

{Licensad Embatmer’s Staternent on Reverse Side)

USE BLACK INK

CA Potter JP_WL;L-CERTIHCAIION

TYPEWRITER RIBBON
SHOULQYREAD

ITEM NO.

B AFFIDAVIT CF




"f" s b Bl N A
CEN P RD

5 oer "“q Pt ';

"STATEMENT BY LICENSED EMBALMER -

| hereby certify that the Budy whése name-is recorded on the reverse side of this certificate was embalmed by me,

~

Student Embalmer No.

working under my personal supervision.*’ -"

Student

- Signature of Student Embalmaer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hl5 OWN HAMDWRITING. (Failure’:to comply
with the above consmutes groynds for revocation of license). ;
If embalmed by 'a-STUDENT, .he also shall sign in his OWN handwrmng ot

v ff 1h|s*body is noflembalmed fact should be so stated above. -

”




